Sir HAMILTON BALLANCE. I was interested in this subject because I have operated upon no less than four cases of jejunal ulcer during the last six months. One of them had had, fourteen and a half years previously, a gastroenterostomy performed. Personally, in doing gastro-enterostomy, I use very fine silk. I agree with the opener that it is not proved that the use of silk, rather than absorbable sutures, is the cause of jejunal ulcers following gastro-enterostomy. I have generally advised patients to use, after this operation, an alkali, such as bicarbonate of soda, before meals and last thing at night just before getting into bed. They have generally taken i dr. ten or fifteen minutes before meals. A few weeks ago I operated upon a patient who had carried that treatment out for four and a half years, following on a gastro-enterostomy, yet that had not prevented the onset of jejunal ulcer. I am sorry to say she died after the operation for its relief. I do not know at all how to prevent jejunal ulcer forming. It is undoubtedly the gravest remote complication of gastro-enterostomy, and operations for its relief are certaiinly among the gravest in surgery. They may take a very long time, because multiple anastomoses may be required. If anyone here can let us know how to prevent this very grave complication, I think this discussion will by no means have taken place in vain. I have brought with me two specimens of jejunal ulcer, and in thanking the President for asking me to speak, I must apologize for the very fragmentary character of my remarks.
Mr, GARNETT WRIGHT.
In a large subject such as we have under consideration to-night it is impossible and inadvisable for each speaker to endeavour to cover the whole ground. The particular aspects with which I am concerned are (1) the effect of gastro-jejunostomy on lesser curvature ulcers, and (2) secondary ulceration.
(1) The Effect of Gastro-jejunostomy on Ulcers of the Lesser Curvature.-While it is true that in a number of cases the operation of gastro-jejunostomy will effect a cure-and I may say that I was rather agreeably surprised at the number of favourable replies I received-yet there are too many other patients in whom temporary relief is followed ,by a disappointing return of symptoms, and subsequent operation shows the presence of an unhealed ulcer. I have performed secondary operations on several such cases of my own and other surgeons' during the past twelve months. The curious inefficiency of gastro-jejunostomy in such cases is -well illustrated by a patient, a man aged 45, on whom I did a posterior gastro-jejunostomy for duodenal ulcer in August, 1918. Inspection of the stomach failed to reveal any ulcer except the duodenal ulcer. For five months his symptoms were completely relieved, and then pain recurred, and in March, 1919, perforation took place and was operated on, the ulcer being situated high up on the lesser curvature near the cesophagus. The ulcer was very inaccessible and was, merely closed. His symptoms of indigestion recurred in a month or two, and on November 4, 1919, I again operated on him, and excised the ulcer by a transgastric method. Since then he has remained well. Here an ulcer developed in the stomach after gastro-jejunostomy had been established. The fairly frequent failure of gastro-jejunostomy alone in this type of case has led me to adopt one or other method of excision, either wedge-shaped excision and gastro-enterostomy or partial gastrectomy. This last method is the one I prefer. It has the advantage of removing the ulcer-bearing area, as Rodman pointed out as long ago as 1904. Technically, I find it as easy, if not easier, than wedge-shaped excision, and though my number of cases, sixteen, is too small to enable me to form a just estimate of the mortality, as I have not yet lost a patient from this operation for gastric ulcer, I am hopeful that the mortality will prove to be pretty low. The largest statistics (Mayo clinic) give the mortality as 7 per cent. Troell gives 8 per cent. from the statistics of the Seraphim Hospital, Stockholm. The operation which I do at present is the anterior Polya operation.
(2) Secondary ulceration is the most important of the harmful remote sequela of the operation of gastro-jejunostomy. The frequency of this complication has been estimated by Paterson as 1P5 per cent., but it is almost impossible to get the data for a reliable estimate. I am convinced that in its slighter manifestations it is a much commoner condition than is usually suspected, and that many patients in whom a recurrence of the original ulceration, be it duodenal or gastric, is suspected, the real lesion is a new ulceration on the anastomosis, or in, the jejunum. The surgeon who re-opens his failures systematically will recognize this troublesome complication more frequently than his fellows who are shy of secondary operations. There seems to be an opinion that this complication is more frequent in the practice of inexperienced surgeons, but a review of the published cases does not support this view. Most of them have occurred in the practice of wellknown surgeons. In considering the causation of such secondary ulceration we have to take three factors into account: (1) The digestive action of the gastric juice; (2) sepsis; (3) trauma. A combination of two or more of these factors is necessary to the production of secondary ulceration.
(1) The influence of gastric digestion is shown in the distribution of the ulcers in a position subject to the action of the non-neutralized gastric juice and in the greater liability to ulceration in operations complicated by some form of entero-anastomosis. There is a steadily diminishing power of resistance to gastric digestion as one descends the small intestine. Thus, no secondary ulcers have been reported after gastro-duodenostomy, and more occur, after anterior than after posterior gastro-jejunostomy.
(2) Sepsis is of importance, just as it is in the production of the original ulceration. We may exclude gross sepsis introduced at the time of operation in most cases, though the possibility of an infected suture must not be overlooked. There is, however, a potent source of infection in the presence of an unhealed gastric or. duodenal ulcer. Rosenow has shown that streptococci are constantly present in such ulcers, and my colleague, Dr. Langley, has made cultivations from patients on whom I have operated for gastric and duodenal ulcers, and has recovered streptococci in large numbers from the ulcers; very few colonies being recovered from the rest of the mucosa. We have here an argument in favour of a direct attack on the ulcer at the original operation. An anastomosis established with an unhealed ulcer in existence in the stomach or duodenum, is exposed to the risk of infection from the ulcer, and I think that a certain number of secondary ulcerations, especially of the gastro-jejunal type, can be explained in this way.
(3) Trauma is often an accessory agent in the production of secondary ulceration, and this leads us to the operative technique of the preliminary operation. In fourteen out of 155 cases Murphy's button or some form of bobbin had been used.
In thirteen a continuous non-absorbable suture was considered to be the exciting cause of the ulceration, but cases have occurred when only absorbable suture material has been used. I have previously elaborated my views on the part played by such a continuous unabsorbable suture in a paper in the British Journal of Surgery, and I pointed out that even though used for the external line of sutures only, such material works its way into the lumen of the alimentary canal in course of time, and may cause abrasions, &c., of the mucosa, which form the starting point of secondary ulceration. The bruising of the bowel or stomach produced by the use of heavy clamps has been blamed, and Hartmann considers this a very important factor.
It is a curious fact that the more recent cases seem to be chiefly of the gastro-jejunal type, and one wonders whether the through-andthrough hsmostatic stitch does not lead to a stoma in which the mucosa is adherent in a thin line all round. Such a stoma would be more liable to injury by hard pieces of food than one where the mucosa was freely movable over the deeper parts.
When all these possibilities have been taken into account, we have to remember that the cause of the original ulceration, whatever it may be, is probably still active, and where this is so, patients will go on developing fresh ulceration in spite of all our efforts. This is clearly evident in reading the reports of many of the published cases, in which numerous operations failed to give relief.
The morbid anatomy of secondary ulceration presents some points of interest. Paterson's original classification into gastro-jejunal and jejunal is a sound and valuable one. The number of cases of jejunal ulceration slightly exceeds the gastro-jejunal variety. In 142 casesgastro-jejunal sixty-three, jejunal seventy-nine. Of the jejunal in fiftyfour the ulcer was on the efferent loop, in two on the afferent loop, in ten opposite the stoma i.e., on the mesenteric border of the jejunum. In nine cases the ulcers were multiple, and in four the site was not definitely stated. Acute perloration into the peritoneal cavity took place in thirtyone cases, and is more liable to happen after anterior gastroenterostomy (28'7 per cent. of the cases as against 15'3 per cent.).
Chronic perforation into the abdominal wall is often seen after anterior gastro-enterostomy, large inflammatory tumours and sometimes external fistuls being produced.
After the posterior operation chronic perforation into the mesentery is frequent, the mesentery of the colon becoming much thickened and contracted, until finally the colon is.brought into contact with the ulcer, perforation into the colon and jejunocolic fistula resulting. Fistula into the colon is almost invariably secondary to a posterior gastroenterostomy. It occurred in twenty-one out of 142 cases which I collected, and in only two instances was the preliminary operation an anterior one, and in one of those it was of the retrocolic variety.
Mr. G. GREY TURNER.
I am sorry the subject chosen for debate to-day is not more limited in its scope, because I feel it would have been sufficient if we had tried merely to elucidate some points on the important subject of jejunal ulcer and its late sequelae. However, the whole question of ulceration in the stomach and duodenum is of great importance, and I cannot help feeling, like the last speaker, that there are a number of underlying factors which we have not yet been able to fathom.
The subject impresses me as one of very great difficulty indeed. For instance, only recently a patient returned under my care suffering from a gastric ulcer. She was a young woman, aged 27, on whom I had operated eight years previously for an acute perforation of a chronic ulcer on the-lesser curvature of the stomach. At that time she was very ill, and I felt very much relieved that she recovered. Gastroenteroslomy was not performed, and she not only made a good immediate recovery, but remained in excellent health, got married, and had a family. She had no further stomach trouble until two-months before her return to the hospital. At the second operation I found a large ulcer at the original site which had all the appearances of an ordinary chronic gastric ulcer, with some superadded infection.
In another case, a lady, aged 33, was operated upon for an ulcer on the posterior surface of the stomach by pyloroplasty-it was in the earlier days of stomach surgery, when the indications as to operation were not so fully understood as they are now. She made a perfect recovery, and for six years was entirely free from stomach symptoms. At the end of that time there was a recurrence, and, unfortunately, the patient succumbed after an operation for gastro-enterostomy. The
